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THE CONSTITUTION OF THE ASSOCIATION 


PERIPHERAL ORGANIZATION 


Following the Representative Meeting at Cardiff in 1953 
the Council appointed a Constitution Committee to examine 
and report on the constitution of the Association, with 
special reference to the Representative Body. The Com- 
mittee decided that it must start its examination with the 
ways in which the Association’s organization serves the 
individual member, and this led directly to a study of exist- 
ing Division and Branch structure. The present peripheral 
organization has changed little since it was established half 
a century ago, and the Committee thinks it has stood the 
test of time. In these 50 years, however, the membership 
of the Association has increased nearly fourfold and there 
have been revoiutionary changes in most fields of medical 
practice, and it appeared to be a matter of some urgency to 
adapt the Association’s constitution to changed conditions. 


The following document represents the views of the 
Committee on the peripheral organization of the Associa- 
tion, and it is being sent, in the form of a note for guidance, 
to all Divisions and Branches to assist them in answering 
a questionary which is also being circulated. 


() THE BASIC UNIT—THE DIVISION 


1. The main function of the Division is to foster and 
maintain personal contact between the members and to 
provide a forum for the discussion of their problems. The 
relative importance of social, scientific, and polit cal meet- 
ings as an integral part of the Division's activities may 
depend on a number of factors outside the control of the 
Division ; for instance, rivalry between the Division and a 
long-established clinical society. It is impossible, and per- 
haps inadvisable, to devise a uniform standard either in 
terms of numerical strength or area which would enable a 
Division to compete on equal terms with or to replace all 
other professional bodies in its area, even where the areas 
are coterminous. What the Division can do, and what no 
other professional body serving sectional interests can do as 
well, is to co-ordinate professional opinion in all fields of 
medical practice and to pool knowledge for the benefit of 
the individual doctor. In other words, to act as common 
denominator. 


2. In order best to fulfil its proper function the Division 
should aim at being: . 

(i) Large enough to represent a cross-section of the whole 
profession in the area; 

(ii) Small enough to enable all members to atterid meetings 
and to give to all members a sense of corporate unity; 

(iii) Small enough for the majority of members to be known 
to at least one of the members of the executive committee. 


3. There appears to be general agreement that priority 
should be given to the second of these considerations and 


‘ 


that the optimum size, from the point of view of manage- 
ment, is a Division with between 150 and 250 members— 
allowing, of course, for exceptions. To achieve uniformity 
within such narrow limits would not necessarily lead to 
increased activity or greater efficiency, but greater uni- 
formity than exists at present could be achieved with advant- 
age by modification and adaptation of the present Division 
structure on the initiative of the Divisions themselves. 
Assuming a lead by the Representative Body based on a 
defined policy such adaptation should not present great 
difficulty and no radical reorganization need be necessary. 


(Il) THE SECOND-TIER UNIT 


4. The basic unit, whose main function is to prov'de a 
forum for discussion in which all members of the profession 
in the area can take part as B.M.A. members, setting on one 
side for the time being other loyalties, and so constituted 
that its centre is convenient for all, cannot, except by 
accident, be an effective medico-politcal unit for all 
purposes. 

5. Through representation in the Representative Body, 
Divisions take their part in framing Association policy, the 
Council being the’ Executive which either negotiates at a 
national level or instructs Divisions on the implementation 
of Association policy locally. For political work at the 
periphery, a larger entity may be needed to deal with the 
particular organization concerned, be it a regional board, a 
county or county borough council, an executive council, or a 

edivision of, say, the National Coal Board. 


6. Two ways of dealing with this situation have been 
suggested— 

(i) An Association unit should coincide with one or more 
administrative counties, and another unit—possibly a regional 
council—should coincide with a hospital region. As it is seldom 
possible for a Division to cover the area of a single county or 
county borough, this would mean a three-tier peripheral structure. 

(ii) Divisions should form functional groups for specific pur- 
poses, but there should be no intermediate unit. In other 
words—a one-tier structure. 

7. Neither of these suggestions is entirely satisfactory. 
Even if it were practicable, the first is too rigid and from 
the point of view of administration a three-tier organization 
would be clumsy and complicated. It is, however, impor- 
tant that some B.M.A. organization should exist at regional 
level so that regional consultants committees can be regarded 
as an integral part of the Association's peripheral machinery. 

The second suggestion offers flexibility and certain prac- 
tical advantages, but, from the point of view of administra- 
tion, would be difficult, if not impossible, to control. Who, 
for instance, would initiate the setting up of a particular 
functional group? Clearly there should be a body—for 
example, a committee, council, etc.—to maintain liaison 
and to initiate and control functional grouping. 


— 
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8. The solution seems to lie in a compromise between 
these two extremes and presupposes some form of second- 
tier unit. This unit should be designed primarily for medico- 
political purposes, and its function should be to represent 
its constituent units rather than its individual members, 
whose needs should be adequately served by the Division. 
It should be so constituted that it can either act for all the 
Divisions or delegate action in a particular sphere to those 
units or to the group of members affected by the question 
at issue. The functional unit convened for a particular 
purpose would, in its turn, rely on the prestige and support 
of the whole profession in the area. 

9. Assuming the need for some form of intermediate 
organized body, between the centre and the large number of 
autonomous Divisions, a study of the present branch struc- 
ture is useful in determining the best kind of organization. 

10. The functions of the Association’s existing Branches 
are only vaguely defined, but, from the point of view of the 
individual member, they are in no way different from the 
functions of the Divisions. The work of the Branch is 
described in-the Yearbook quite briefly : 

“Most Branches by their Rules provide for the holding of 

General Meetings for discussion of scientific and clinical matters, 
as well as medico-political questions of local and general interest. 
Many Branches look after the larger scientific and social interests 
of their members.” 
The significance of the adjective “ larger” in this context is 
a little difficult to understand. In practice, the success of 
scientific and social activities in a Branch is apt to be in 
inverse ratio to the activity of jts Divisions. 

11. The functions of the Branch Council, however, are 
precisely defined in the By-laws, and it is clear that apart 
from administrative convenience (finance, election of new 
members, and dealing with inactive Divisions) the main, 
and really important, function of ‘the Branch is to co- 
ordinate the activities of its Divisions in medico-political 
work. This essential function is described in the Yearbook 
as follows : 

“ The co-ordination of the work of the Divisions, thus ensuring 
that there is effective co-operation and that the policy laid down 
by the Representative Body is carried into effect. This may 
necessitate the calling of joint meetings of two or more Divisions 
to discuss and take common action in matters of joint interest.” 

12. There are 46 home Branches: 10 Division Branches, 
5 with 2 Divisions, 6 with 3 Divisions, 8 with 4 Divisions, 
5 with 5 Divisions, 1 with 6 Divisions, 6 with 7 Divisions, 
1 with 8 Divisions, 4 with 12 or more D visions (the Metro-, 
politan Counties Branch has 26 Divisions). 

13. It will be seen that, of these 46 Branches, very nearly 
one-third of the whole comprise one or two Divisions only, 
six have only three Divisions. A Committee or Branch 
Counc! whose main function is to co-ordinate the activities 
of two or three Divis ons can have litt'e to do, and the 
same aim could be achieved if the two or three Divisions— 
usually covering together the area of a county or local 
medical committee—were a functional group in a larger ad- 
ministrative unit. 

14. The proposal has been made many times in the past, 
either in the Representative Body or at the Secretaries’ Con- 
ference, that the Branch should cease to exist. Undoubt- 
edly the reason for this is because certain Branches are 
conscious that they are of little use to their constituent 
Divisions. On the other hand, there are many Branches, 
usually large (eight or more Divisions) but not necessarily 
so, which are both active and efficient. They are able not 
only to co-ordinate the activities of their constituent units 
but also to impart to the Divisions that sense of corporate 
unity which it is the Division’s task to encourage in its 
members. In these Branches the emphasis is on the work 
done by the Branch Council—as a representative body— 
rather than on general meetings of the Branch as a whole, 
though these are often very successful. 


Structure of Second-tier Unit 


15. Consideration of the existing Branch organization 
suggests that there is no need for radical alteration in the 
main plan, but that reorganization and adaptation to present 
needs are in many cases urgent. The time has come to 
reverse the trend which followed the first world war (when 
one or more administrative counties was considered the 
appropriate area for a Branch—hence the Division Branch), 
and to encourage the reconstitution or amalgamation of 
the smaller branches on a wider basis, bearing in mind the 
administrative structure of the National Health Service. 

16. It is not suggested that as a matter of firm policy a 
second-tier unit should coincide with a hospital region. This 
will be easy and convenient in some regions—for example, 
North of England, Merseyside—but very difficult in ethers— 
South-Western, Metropolitan Counties. It may be neces- 
sary and administratively more efficient to have two or even 
three units comprising a region. No doubt some s mple 
machinery for liaison to deal with regional questions could 
be devised. Some such reorganization would : 

(i) Make it possible for ad hoc functional groups (for example, 
two, three, or more Divisions covering a county area) to operate 
for particular purposes within the larger administrative unit. 

(ii) Prevent the overlap ~~ at present exists, and in some 
cases the duplication, of the roles of.the Division and Branch in 
the Association’s peripheral organization. 

(iii) Bring professional committees constituted on a regional 
or county basis into closer touch with B.M.A. functional units. 

(iv) Enable members of these bodies (regional consultants com- 
mittees or local medical committees) to maintain closer touch 
with their electorate, through the medium of B.M.A. Divisions. 


Questionary on the Peripheral Organization of the 
Association * 


PART Ill (GENERAL) 


1. Accepting the fact that attendance at meetings is always 
capable of improvement, has the Division any suggestions 
for effecting improvement in its area ?........................005 

2. (a) Do members still seek the assistance of the Division 
and its officers in their personal problems, or has there 
been a falling off of such requests since the inception of the 

(b) If there has been a falling off, to what is this 
attributed ? (Is there any evidence, for example, that mem- 
bers are approaching the functional bodies established 
under the National Health Service Acts for advice on 
matters which could be dealt with more appropriately 
through the machinery provided by the Division ?)......... 

(c) If so, how could this tendency be reversed ? (For ex- 
ample, does the Division encourage the different sections 


of the profession to report regularly to its Secretary, and do- 


members consult the Division in the belief that in dealing 
with their problems the weight of the Association as a 
whole can, if necessary, be brought to bear ?)................ 

(d) Does the Division feel competent to assist members in 
their particular problems, and is full use made of the appro- 
priate central Standing Committees in case of difficulty ? 

3. “a) What, in your opinion, should be the position and 
sphere of usefu'lness of the B.M.A. Division in relation to: 


(i) medico-political questions ? 
(iv) the maintenance of close personal contact between 

members, whatever their branch of medicine ? ............ 


*Parts 2 and 3 of the Questionary are for statistical purposes 
only. The Questionary has been sent to honorary secretaries of 
Divisions and Branches in Great Britain and Northern Ireland. 
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(6) What means exist for liaison with recognized bodies Association informed as to the local conditions. If not 


carrying out statutory or other functions in the area ?—for 
example, the Local Medical Committee, Regional Hospital 
Board and its Committees, the Health Committee of the 
Local Authority, Regional Consultants Committees, etc.... 


4. (a) Does the Division consider that reorganization of 
its area on one or other of the following or any other lines 
would enhance its status and usefulness and promote liaison 
with other local professional’ bodies ? 


(i) Amalgamation with another unit. 
(ii) Redistribution of areas at the periphery of Divisions 

for the greater convenience of members. .................. 
(iii) Division into smaller more manageable units. ......... 
(iv) Subdivision into wards. 


(b) Does the Division consider that Article 15 requires 

(This Article lays down the principles which shall guide the 
Council in determining the boundaries of Divisions and Branches 
formed under Article 14 and is as follows: 


Article 15.—In determining the boundaries or areas of Divi- 
sions and Branches, the Council shall have regard to the ex- 
pressed wishes of the local bodies concerned, and to the 
facilities of communication by railway and otherwise, and the 
opportunities thus afforded to Members of local bodies for 
meeting to transact the business thereof, and to the expediency 
of making such boundaries coincide with those of local govern- 
ment areas, whether counties or other administrative areas of 
the country.) 


(c) At the present time there is no restriction on the num- 
ber of members who may form a Division. Under By-law 
14, members automatically become members of the Division 
in the area of which they reside. Does the Division consider 
that there should be a restriction in numbers with a defined 
maximum and minimum (allowing, of course, for excep- 
tions) ? 


If so, please state the suggested maximum and minimum 

5. Does the Division maintain regular contact with the 
member of Council representing the constituency of which 
the Division is part ? 

6. In what ways, if any, could the services of the follow- 
ing be made more useful to the Division ? 


(i) Its member of Council. 
(ii) The head office. 


7. Does the Division make any financial contribution to- 
wards the expenses incurred by its Honorary Secretary or 
its representatives on central bodies of the Association in 
carrying out their Association duties ? 

8. What steps are taken to welcome newcomers to the 
profession, and/or to the Division, and to ensure that they 
take their proper place in B.M.A. activities ? 

9. Is it considered that it would be an advantage if there 
were more general meetings of the Division at which 
medico-political and other matters of interest to members 
could be discussed ? 

10. Do you favour a second-tier unit coterminous with a 
hospital region ? © 

If not, what grouping of Divisions for concerted action 
or for administrative purposes do you suggest ? 

11. Assuming a newly constituted second-tier unit repre- 
sentative of Divisions in the area : which of the following 
functions at present exercised by Branch Councils should 
be retained ? (a) Co-ordination of the work of the Divisions. 
(6) The election of new members. (c) The provision out 
of Branch funds of grants to Divisions. (d) The manage- 


ment of the interests and affairs of any Division which has 
become disorganized or inactive and its reorganization and 
restoration to activity. (e) Keeping the Council of the 


retained, to what body or bodies should these duties be 
assigned ? 

12. In the opinion of the Branch Council do general 
meetings of the Branch serve a useful purpose ? 

13. Does the Division or Branch Council wish to make 
any suggestions for improvement of the organization at 
the periphery which are not included above ? 


N.O.T.B. ASSOCIATION 


An area meeting of the N.O.T.B. Association—the first of 
its kind—will be held in Birmingham on Sunday, Novem- 
ber 21, at 2.30 p.m. in the Out-patients’ Department of the 
Birmingham and Midland Eye Hospital. The vice-chairman 
(Mr. Gayer Morgan) and the medical secretary, together 
with members of the committee, will attend the meeting, 
which will give members in the area the opportunity to 
discuss matters of current interest. 

The committee of the N.O.T.B. Association at its meet- 
ing on October 1 considered a report from a medical mem- 
ber on the practice at some hospitals of appointing locums 
for long-term periods on a sessional basis. It was felt that 
such appointments were not in the interests of ophthalmo- 
logists, and it was agreed that the problem should be referred 
to the Ophthalmic Group Committee. 


PRIVATE PRACTICE COMMITTEE 


At its first meeting of the ‘session, on September 29, the 
Private Practice Committee elected Dr. A. Brown, of Linton 
in Cambridgeshire, to the chair. The retiring chairman, 
Dr. I. D. Grant, now Chairman of the Representative Body, 
thanked the Committee for the kindness he had received 
from every member during his years of office. 


Bonus Shift Certificates 


In a long agenda the most important item related to the 
resolution of the Representative Body demanding the aboli- 
tion of one-day sickness certificates for absence from employ- 
ment. During a long debate, dealing mainly with bonus 
shift certificates in mining areas, many opinions were heard, 
and it was decided to seek further information from Divi- 
sions and Branches in mining areas, and to hold joint dis- 
cussions with representatives of the Occupational Health 
Committee. 

Life 


Another resolution of the Representative Body referred 
to fees in connexion with proposals for life assurance. It 
was decided to ask for a fee of £2 2s. for a full life exami- 
nation, and a minimum fee of £1 1s. for a report given 
without examination. An increase is also to be sought in 
the fees paid to members of medical boards. 

Efforts are to be made to obtain the help of the appropri- 
ate authorities to ease the parking difficulties experienced 
by many doctors in yellow-band areas of central London. 
Matters relating to medical witnesses in law courts and also 
to coroners were referred to the appropriate subcommittees 
for action. 

It was reported that as a result of representations made 
by the Association an increase had been obtained in the 
salaries of whole-time medical officers of pensions appeals 
tribunals. 

In a session lasting the greater part of the day a great deal 
of time was spent on deciding the first steps to be taken 
to implement a number of resolutions from the Representa- 
tive Body. 


| 
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REGIONAL CONSULTANTS COMMITTEES 
CONFERENCE OF HONORARY SECRETARIES 


A conference of honorary secretaries of Regional Consul- 
tants and Specialists Committees was held at B.M.A. House, 
London, on October 13. It was attended by representatives 
of 12 regions, as follows: Mr. R. J. Rutherford, Newcastle ; 
Dr. D. Macmillan, Sheffield; Mr. H. G. Hanley, N.W. 
Metropolitan ; Dr. J. Murray, S.W. Metropolitan (E.); Mr. 
P. R. Mitchell, S.W. Metropolitan (W.) ; Mr. R. D. Rowlands, 
S. Western; Mr. F. R. Hurford, Birmingham; Mr. A. N. 
Guthkelch, Manchester; Dr. R. P. Kemp, Liverpool; Dr. 
H. M. Urquhart, Northern (Scotland) ; Dr. W. M. Jamieson 
Eastern (Scotland); Mr. F. H. Robarts, S. Eastern (Scot- 
land). 

The proceedings took the form of conversations and ques- 
tions rather than set discussion, and no resolutions were 
taken. In the morning Dr. T. ROWLAND HILL, chairman of 
the Central Consultants and Specialists Committee, gave an 
extended report on present medico-pol tical activities. 

Dr. Rowland Hill recapitulated the history of consultants’ 
organization following the introduction of the National 
Health Service. Some had asked, he said, why the whole of 
the negotiations could not have been taken over by the 
B.M.A, instead of by a body which included the Royal 
Colleges. It was quite impossible for that to have been 
done. Even in the field of general practice the Negotiating 
Committee had included other representation. And it was 
very largely on the initiative of the B.M.A. that the Joint 
Consultants Committee had been set up. He emphasized 
that the remuneration award did not shut any doors at all ; 
it was entirely unconditional so far as future increases were 
concerned. 


Organization’ Machinery 
He next touched on the organization machinery. It was 
desired to do all that was possible from the centre to encour- 
age and strengthen the medical committee system at the 
periphery. To be able to work as one body, as the general 
practitioners did, was, of course, a great advantage ; never- 
theless the consultants, in view of the fact that their organ- 


_ ization had all to be assembled after the National Health 


Service Act had been passed, had done remarkably well and 
were able to bring increasing influence to bear on the 
Ministry. If the Whitley machinery was not to fall into 
disrepute vigorous efforts must be made to ensure its more 
efficient working. It was criticized both on the management 
and on the staff side. 

On hospital staffing, Dr. Rowland Hill said that it seemed 
impossible, with its present demand for medical staff, to 
meet the needs of the Service solely with short-term appoint- 
ments. In order not to be clinically understaffed it appeared 
likely that there would have to be introduced some long- 
term intermediate grade below consultant level, to work 
under consultant supervision, but not to take the place of 
consultants. 

Everything possible was being done to improve public 
relations. Another desirable aim was to strengthen their 
relationships as consultants in the B.M.A. with the main 
B.M.A. structure. 

Dr. HADFIELD, Assistant Secretary, gave some account of 
of the review at present being undertaken of consultant 
machinery. The composition of the Central Committee was 
to a large extent directly representative of the Regional 
Committees, and it was desired to preserve this arrange- 
ment; but the groups felt that they had a good case for 
maintaining their present representation. But the whole 
question of a balanced representation, with a view if 
possible to a smaller Central Committee, was under con- 
sideration. 


The Voice of the Periphery 


In general informal discussion in the afternoon the view 
was strongly expressed by some that the periphery should 


be strengthened. At least two members protested against 
any cutting down of regional representation. 

The experiences of the secretaries in calling regional meet- 
ings differed considerably. There were complaints of only 
5 or 10% attendances, but one secretary from the West 
Country said that he had no difficulty in securing a 50% 
attendance ; he held his meetings on Sunday afternoons. 

Mr. R. D. ROWLANDs suggested that it would be advan- 
tageous if the Bulletin were published as part of the British 
Medical Journal. While praising the excellence of the 
Bulletin, this member thought that there should be more 
clear differentiation between matters of fact and matters of 
opinion. 


The Remuneration Award 


Some questions were asked about the recent remuneration 
award. One member said that contrary statements had been 
made, on the one hand that it was fair and just and in line 
with the Danckwerts award to general practitioners, and 


- On the other that it was only the best that could be secured 


in the circumstances. It had also been stated that the Spens 
Committee recommendations remained the yardstick by 
which further negotiations should be conducted. This was 
doubted by some of those present, and the doubts were said 
to have been confirmed by a recent statement by the 
Minister. 
Dr. ROWLAND HILL explained the circumstances leading 
up to the award. It was the opinion of leaders of the 
general practitioners that the award had wiped out the 
disparity created by Danckwerts. As for the Spens report, 
it had been agreed that its recommendations would have the 
same important place in all future negotiations as in the 
past. It was not believed that there would be any with- 
drawal from those principles on the part of the Ministry. 


EXECUTIVE COUNCILS IN CONFERENCE 


SIR HENRY COHEN ON FUTURE OF GENERAL 
PRACTICE 


The annual meeting of the Executive Councils’ Association 
(England), which was held at Southport on October 14 and 
15, was noteworthy for two addresses, on the first day by 
Sir Henry Cohen, and on the second by the Minister of 
Health. 

Sir HENRY COHEN discussed some of the recommendations 
of the Central Health Services Council’s Committee on 
General Practice, of which he was chairman. 


Is the General Practitioner Necessary ? 


The first question his committee had to face was whether, 
in view of increased specialization in medicine, the general 
practitioner was necessary. The committee’s answer was 
unequivocal. It believed not only that the general prac- 
titioner must continue to exist, but that the N.H.S. depended 
upon the proper recognition of his role. 

“My committee was called upon to perform a task which 
has hitherto been avoided by those who have been con- 
cerned with the general-practitioner service—namely, to 
define the range of service of the general practitioner. It 
would be idle to suggest that every practitioner must have 
the same range of service, but what we did emphasize were 
the main principles underlying the services which the 
general practitioner gives. Primarily he must have con- 
tinuing responsibility for the health of his patients. The 
general practitioner mtist be their guide, philosopher, and 
friend. . . . I am satisfied from what I have learned that the 
great majority of practitioners in the N.H.S. do accept that 
interpretation of their responsibility. There are a few who 
do not, and it is those few who provoke the local reactions 
which so commonly appear in the press and who may well 
bring discredit on the whole.” 


| 
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Health Centres and Group Practice 

His committee had recognized the disadvantages of single- 
handed practice. Single-handed practice must continue, first 
owing to geographical considerations, and secondly to the 
fact that there were always men who desired to work alone. 
But the committee felt that it was in group practice that the 
real advantages of the functional integration of the general- 
practitioner service lay. Group practice would give ade- 
. quate leisure for recreation and study, and, what was more 
important, a group could pool its resources, alike of know- 
ledge, of services, and of material equipment. With group 
practice also the service of general practitioners in hospitals 
would be more practicable. 

Sir Henry Cohen said that his committee had been criti- 
cized in some local government quarters for “ damning 
health centres” as defined in the National Health Service 
Act. Health centres in their modern form were not first 
conceived in that Act, they were first put forward by the 
Medical Planning Commission of the British Medical Asso- 
ciation. The concepts of a health centre and of group 
practice were not mutually exclusive. A proper health 
centre must have a group practice, but he hoped it had been 
demonstrated that they could have group practice without a 
health centre, and that they could have a health centre 
without group practice. The difficulties in the way of 
providing health centres as conceived in the Act were 
enormous ; not only building difficulties but positional diffi- 
culties—for example, the health centre might be a mile and 
a half from the patient’s home and the doctor’s surgery 
only a hundred yards away. 


Surgery Accommodation 


On the question of. surgery accommodation, Sir Henry 
Cohen said: “I think we must remember, and the doctors 
must remember, that they are under a contractual obligation 
‘to provide certain services under the N.H.S. for which they 
are paid by public money; and there must be somebody 


who has the responsibility to the public of ensuring that — 


money has been properly spent. The profession to its 
credit has faced up to this responsibility and has shown its 
awareness of these implications.” 


Drugs for Private Patients 


“I come to one matter which has given rise to very loud 
criticism. It is in relation to prescribing. I want to deal with 
one point only, and that is that my committee upheld what 
was the Ministry’s original contention, that private patients 
were not entitled to drugs prescribed on E.C.10 forms. The 
private patient must accept the general medical service as a 
whole, or reject it as a whole, and as I say my committee 
upheld that view and it has been very severely criticized 
since. It was represented strongly to the committee that pri- 
vate patients paid the doctor a private fee and should be 
entitled to drugs under the N.H.S., and in support evidence 
was brought in the shape of the announced political policies 
of both parties. It was stressed that the patient was paying 
for the services and therefore was entitled to any part of the 
services. The analogy with the educational system, however, 
was not quite complete, because if you send your son to 
Eton you cannot expect the local education authority to 
provide the school books. 

“ Another point was that the increase in cost of many of 
the recently introduced remedies was such that sooner or 
later, unless the patient was allowed to have them as part of 
the services, private practice would disappear. 


“The final decision of my committee was determined by — 


one major concept. If you allow patients who pay ‘their 
doctor a fee privately to have drugs under the N.H.S. you 
are creating within the N.H.S. two standards of general prac- 
tice, with all the disadvantages thereof. It is not for me to 
express any personal view. I have no doubt that the com- 
mittee very strongly upheld that view. Let me say again 


that although some doctors in evidence before the com- 
mittee said that they would not be prepared to submit to any 
regulations within the Service, even if they were allowed to 
indent for drugs, yet many doctors would be so prepared, 
and many schemes were put forward which would make the 
doctor liable to penalties for excessive prescribing. But the 
committee’s decision was not determined by the fact that 
certain doctors would not enter into any contractual obliga- 
tion within the Service at all. It was determined solely by 
the one point, the difficulty of working with two standards 
of general practice within the N.H.S.” 


THE MINISTER OF HEALTH ON “THE PATIENT 
AT HOME” 


On the second day of their meeting the Executive 
Councils were addressed by the Minister of Health (Right 
Hon. IAIn MACLEOD, M.P.). The six years of the National 
Health Service, he said, had seen many minor improve- 
ments and one particularly noticeable landmark, the Danck- 
werts award, together with the recommendations of the 
Working Party on distribution. These recommendations — 
were, briefly, (1) reduction in size of larger lists, resulting 
in a more even distribution ; (2) attraction of doctors to 
areas which for positional or other reasons had been under- 
doctored; (3) encouragement of partnership amongst 
doctors ; (4) stimulation of group practice. 

These arrangements came into operation in April, 1953, 
and the same year saw an unprecedented increase in the 
number of doctors in general practice. The increase of 
839 was about three times greater than the number in the 
earlier years of the Service. 

Competition for vacancies was much more intense in 
attractive areas. In parts of Southern England it was not 
uncommon to have 50 or 60 applications for a vacancy. 
One might repeat the advice which used to be given across 
the water and say to doctors looking for a vacancy, “Go 
North, young man.” About half the G.P.s in the N.H.S. 
were under 45, and over 80% of those in partnerships were 
under 55. 

The Minister said that he was gratified by the increase— 
10% in 1953—in the number of practitioners who were 
taking postgraduate refresher courses. He also expressed 
appreciation of the vigorous way in which the College of 
General Practitioners seemed to be developing, even in its 
early days. 

They had not yet solved the question of the restoration of 
mobility to general practitioners. They did not want a 
doctor to feel that he was virtually bound to remain in any 
area for the rest of his professional life. Exchange of 
practices did not seem to provide a very easy remedy, but 
he was glad to know that the Medical Practices Committee 
was in consultation with the profession in the endeavour 
to work out some method of solving a very real problem. 


The Growth of Partnerships 
Partnerships were increasing ; 45% of all practices were 


‘now partnerships, and during 1953 well over 1,000 doctors 


became members of firms, the number practising single- 
handed falling by 312. The majority of those who ceased 
to be assistants in that year were taken into partnership. 

On the question of group practice, the Minister referred 
them to what was said by Sir Henry Cohen’s Committee. 
Here he turned aside to pay a great tribute to Sir Henry 
Cohen. The Minister hoped that group practice was going 
to lead to a better form of practice in the future, but, of 
course, it was only one of several promising methods. 

Mr. Macleod spoke about surgery and waiting-room 
accommodation.. “ During the war years and the years that | 
followed the war doctors’ premises sometimes fell below the 
level that they themselves would have liked to see main- 
tained, and this has been commented on in nearly all the 
reports on general practice that have appeared. The 
impression may well have been gained that British standards 
are not what they ought to be. Let me say that I am quite 
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certain that the standards are very high indeed, and that it 
is only with a small minority that our problems are con- 
cerned. Let me say, too, that I regard this as essentially a 
matter for the profession itself, and not for action by the 
Minister. But I cannot divest myself of interest and respon- 
sibility, and I am glad that the profession is taking action, 
and that, following a letter from the chairman of the General 
Medical Services Committee, local medical committees have 
been asked to carry out a general survey and inspection of 
surgeries.” 
The Drug Bill 

Referring to “ the crippling costs of medicines,” Mr. Mac- 
leod said that it was a sad thought to him how much could 
be done, perhaps in the mental field, perhaps by providing 
chiropody services for old people, perhaps by further help 
for the handicapped, if perhaps they could save 10% of the 
£43m. spent on drugs prescribed for patients in their 
own homes. He fully recognized the great contribution 
which the pharmaceutical industry had made to research. 
But he also knew that there were firms which did not 
do their own research but used the research of others and 
charged absurd prices for products of very little value. “I 
will not treat these firms lightly.” He was entitled to ask 
the pharmaceutical industry that they would not seek to 
defend the indefensible. He would do nothing to hamper 
the splendid research so many firms were carrying on, but 
he hoped at the same time to check the drain on finance 
brought about by those whose standards were not quite so 
high. 

In conclusion the Minister said that one of the splendid 
things about the National Health Service and social reform 
in general was that the work was unending. “ You never 
come to a moment when you finish and go home. New 
tasks and new opportunities always await you, and I am 
certain that the National Health Service can count upon 
the selfless endeavours that have inspired great movements 
in the past. Whether the money comes from the State 
or from private pockets, the tradition goes on.” (Loud 
applause.) 

' Mr. A. Saanxs, M.C., of Birmingham, was elected Presi- 
dent of the Association, which will hold its meeting next 
year at Brighton. 


- | 


MR. ANEURIN BEVAN ON GROUP PRACTICE 
OPENING OF FIRST ESSEX HEALTH CENTRE 


“It has been universally accepted that group practice by 
general practitioners is the ideal condition for good medi- 
cal practice,” declared Mr. Aneurin Bevan in opening a new 
health centre at Harold Hill, near Romford, on October 15. 
Alderman Mrs. Ball, chairman of the Health Committee of 
the Essex County Council, who presided at the ceremony, 
said that it was planned to build similar centres at three 
other places in the county. 

Mr. Bevan said that as Minister at the time the National 
Health Service was Jaunched he was compelled to realize 
that the whole approach to the Health Service was condi- 
tional upon acceptance of the fact that there were three 
elements that went to the making of it—namely, the patient, 
the doctor, and society—and that these were not always on 
good terms with one another. Doctors sometimes gave the 
impression that they thought the other two were there in 
order to attend upon them. Patients took a slightly grudg- 
ing attitude to both. Society, represented by the central 
government and the local authority, had the obligation of 
providing the apparatus the doctor wished to use for his 
patients. The doctor was never satisfied that the apparatus 
was good enough for its purpose, and the central govern- 
ment or local authority was often satisfied that the doctor 
might not be good enough for the apparatus. “ Administra- 
= consists in arbitrating between these varying psycho- 

gies.” ~ 


But the best members of the medical profession and the 
best type of health administrators had put their heads 
together and asked how the best sort of physical apparatus 
could be provided to enable the best sort of doctor to use 
it intelligently on behalf of his patients and to enable him 
to become a better doctor. To that problem the health 
centre was the solution. 


A Night Off for the Doctor 


A general practitioner, Mr. Bevan continued, did not 
necessarily receive sufficient intellectual refreshment. “I 
will put it no higher than that. He has lived for years in 
a sort of intellectual isolation ; he is net in the same posi- 
tion as the consultant in the hospital, and many doctors told 
me when I was Minister—and I was very much impressed 
by what they said—that in their opinion it would only be 
possible to get a high level of general-practitioner admini- 
stration when groups of doctors could. practise their pro- 
fession together.” 

A very strong body of opinion had grown up behind 
group practice, and the health centre was the physical 
organization from which group practice could be run. 

Some wanted health centres to be much larger and more 
ambitious affairs. “I tell you quite frankly, I am against 
that. Certain diagnostic apparatus, yes. But if you try to 
make the health centre too big, if you try to make it merely 
a reproduction of the out-patient department of a good 
general hospital, it will compete with the large hospital, 
and largely mean a waste of money, far too extravagant for 
the nation to afford.” : 

The whole conception of the National Health Service was 
that the general practitioner should be able to call in the 
consultant or send the patient to the specialist-as quickly 
as possible. If in so doing the general practitioner lost sight 
of his patient, the problem was one for the medical pro- 
fession itself ; it was not a problem that administration could 
solve. There was a disposition on the part of consultants 
to keep general practitioners out of hospital. “ Believe me, 
there is no one in the world who can build up Chinese walls 
around themselves better than the members of the medical 
profession, unless administrators take a hand.” 


A Family Atmosphere 

The solution of the problem lay in better relationships 
between the consultants and specialists and the general 
practitioners, and to keep the health centre small, not too 
institutionalized—“ a centre where a family can see the 
family doctor and a doctor can remain a family doctor all 
the time.” He had hoped that by now there would have been 
many more centres of the type he had in mind. “I am con- 
vinced from what I have seen, both at home and abroad, 
that these buildings—modern, clean, attractive, cheerful, 
housing the best kind of medical skill—are far superior to 
some of the squalid surgeries in which our general practi- 
tioners still carry on their work.” 

The Harold Hill health centre, which Mr. Bevan opened, 
is an L-shaped building with two main entrances, one giving 
access to rooms on the ground and first floors occupied by 
the local health authority and specialist and general dental 
services, and the other to rooms allocated to the general 
medical services. These latter form a self-contained block 
of four suites of rooms, each consisting of consulting, 
examination, and waiting-room (except that in one case the 
waiting-room is shared between two), and there are also a 
minor operations room and a clinical side-room for general 
use. It was the original intention that four doctors should 
practise from the centre, but nine have asked that facilities 
should be made available to them, and a mutually satis- 
factory arrangement has been reached for all of them to 
share the four surgeries on a roster basis. The other wing 
includes a large waiting-hall, an orthopaedic room, a minor 
ailments treatment room, primarily for use in connexion 
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with the school health service, and on the ‘upper floor a 
health visitors’ interviewing room and dental surgeries. 

The administration of the centre will be the responsibility 
of the Romford Health Area Subcommittee, and in addition 
a professional committee has been set up consisting of 
practitioners holding contracts to use the accommodation, 
the area medical officer, and the county medical officer of 
health. The centre is on a new estate comprising over 
7,000 dwellings. 


THE CONJOINED TWINS OF KANO 


The Film Committee recently arranged a showing of this 
film in the Great Hall of B.M.A. House, and members of 
the Association were invited. A gathering of well, over 400 
listened to an amusing and instructive introduction to the 
subject of conjoined twins by Professor Ian Aird, which 
greatly added to the enjoyment of the film. 


NUMBERS OF CIVIL SERVANTS 


An article in The Times of October fl entitled “ How 
Many Civil Servants ?” gave the following analysis of the 
numbers employed in the main departments of the Civil 
Service. 


“dissatisfaction with the way the system is working. 


| |B 
pri 
Departments 1938 | (Wartime | (Post-war | 1954 
Peak) Peak) 
(1) Service and Supply (Ad- 
r Minis u 
"Be 40,500 236,200 126,300 40,600 
1 
(2) Trade, and 
Transport (Agriculture 
isheries, Food, 
Forestry Commission, 
Fuel and Power, Lab- 
our,; D.S.LR., Trade, 
ee mt Ante 40,400 | 118,900 | 145,800 | 77,600 
(3) Revenue, excluding Post 
Excise, Inland Revenue)| 38,900 | 47,300 | 62,200 | 65,950 
cise, Inland Revenue)| 
(4) Social duca- 
tion, Health, Housing 
and Local Government, 
National Assistance 
National Insurance) | 24,200 | 36,200 | 70,800 | 65,700 
ational Insurance 
(5) Central Government, 
Home and 
(Home Office, Prison 
Commission) 16,130 35,000 22,800 23,650 
(6) Ae Services (Works, 
.M.S.O., 
Survey) 7,920 21,700 29,200 21,700 
(7) Foreign and Im 
ices (Foreign Office) 2,650 7,700 11,000 8,400 
Total 170,700 503,000 468,100 403,600 


The named departments are those that employ staffs of 2,000 or more. 


The social service departments had staffs totalling 24,200 
in 1938. In April, 1949, soon after the introduction of the 
‘new national insurance and national health service schemes, 
they reached a peak of 77,500, from which they have now 
declined to 65,700. 


TRADE UNION MEMBERSHIP 


The following is a list of local authorities which are under- 
stood to require employees to be members of a trade union 
or other organization : 

Metropolitan Borough Councils.—Fulham, Southwark. 

Non-County Borough Councils.—Crewe. 

Urban District Councils —Houghton-le-Spring. 


Membership of the National Hospital Service Reserve in Eng- 
land and Wales rose by over 800 during July and August, 
bringing the total of the Reserve to 38,423. 


Correspondence 


Because of the present high cost of producing the Journal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


Merit Awards 


— the correspondence on merit awards seven con- 
sultants have taken part, and, of these, three were very 
much concerned with the relative remuneration of surgeons 
and anaesthetists, a question which to the layman seems 
somewhat remote from awards. In the circumstances it 
would, I suggest, be difficult to contend that these letters, 
either in number or content, afford evidence of widespread 
For 
the past three or four years I have, as vice-chairman, accom- | 
panied Lord Moran to meetings in many parts of the 
country, and I have met many consultants both at the meet- 
ings and informally. This year the meetings were larger 
than in previous years, and they struck me as lively and 
interested ; signs of hostility were few and far between. 
There was certainly no evidence that consultants generally 
regarded the awards system as being worked unfairly. 

I realize, of course, how difficult it is for any of your 
correspondents in the absence of detailed information to 
decide whether the system is working with reasonable 
accuracy. Lord Moran has, however, already explained 
in this correspondence how the Committee sets about its 
task—the central and peripheral machinery for collecting 
evidence. And perhaps I might be allowed to say, as one 
who in other fields has been familiar for many years with 
problems of selection, that, so far as I can judge, the 
existing arrangements are well adapted for their purpose— 
namely, to provide as much information as possible from 
many different sources in order to furnish the necessary 
checks and counterchecks. That these arrangements have 
proved efficacious is due to the invaluable assistance given 
by consultants everywhere, as Lord Moran has pointed out. 
In this connexion I hope that Dr. Bathurst Norman (Supple- 
ment, July 24, p. 78) on reflection will regret the use of 
the word “informers,” with all its sinister implications, in 
referring to distinguished and respected members of his pro- 
fession. The question of “secrecy ” has been raised. When 
the awards system was introduced it was brought to our 
notice that, if the names of consultants with awards were 
published, the public might press to be seen and treated 
by consultants with awards and that this might be unfair to 
those who had not yet got an award. 

One of your correspondents, Mr. H. J. McCurrich 
(Supplement, August 21, p. 97), raises the question whether 
teaching hospitals are unduly favoured, and repeats a state- 
ment that “every member of a teaching hospital above the 
age of 40. received a merit award.” This is untrue. On 
nothing has the Committee laid more stress than that these 
awards should be given for professional distinction alone, 
and that it was entirely irrelevant whether a consultant was 
attached to a teaching hospital or not. Apart from this 
guiding principle there are good reasons, as the Spens Com- 
mittee pointed out, for spreading these awards over the 
country. The Spens Committee held that in providing a 
consultant service a .measure of decentralization of 
specialists was essential, so that they do not all congregate 
in the great centres of population ; the Awards Committee 
is fully conscious that a proper distribution of the awards 
can help in carrying this out. It is indeed the main purpose 
of our visits to various parts of the country to see that 
consultants working outside the great cities are not forgotten. 
The Committee is convinced that the system can only be 
worked fairly by getting into contact with consultants all 
over the country, and I believe from what I have learnt in 
the course of our travels that there is a pretty general feeling 
that the Committee is doing its best to administer the system 
fairly and without prejudice.—I am, etc., 

Reigate, Surrey. H. P. HAMILTON. 


‘ 
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Inspection of Surgeries 

Sir,—It strikes me that the sooner the Ministry of Health 
makes it quite clear to the general public that a doctor's 
waiting-room is not a place of public entertainment, but 
rather a place where people are expected to behave with a 
certain amount of respect amd decorum, the better. It 
would appear that the thin end of the wedge has already 
been introduced in the way of regarding the doctors not 
only as servants of the public, which many of us have been 
proud to be for a great number of years, but also as servants 
to the public whose pleasure it is to obey the behests of the 
public. I myself have had a note left on my waiting-room 
table: “Doctor, I want ...”"—no “please” or “ thank 
you.”—I am, etc., 


London, N.W.4. R. STEWART PHILLIPs. 


Sir,—Regarding the threat, or decision, to inspect G.P.s’ 
surgery accommodation and equipment, is it not fairly obvi- 
ous that, especially as regards the latter, much difference of 
opinion will arise as to what constitutes adequate equip- 
ment? What might be sufficient for a rural practice would 
be quite inadequate in a colliery area; a G.P. in a town 
with a good general hospital would require far less than a 
man in the Outer Hebrides. I started in practice 35 years 
ago with a multiplicity of instruments ; 60% of them have 
never been used, another 20% very seldom. I have passed 
a catheter twice in 35 years; I doubt if I shall ever pass 
another. Nowadays I find all I require is a good stetho- 
scope and sphygmomanometer, tongue depressor, ear and 
nose specula, a few assorted splints, a simple clinitest, an 
assortment of knives, scissors, forceps, probes, syringes, and 
suturing material.—I am, etc., 


Ashbourne 


Medical Service in the Armed Forces 


Sir,—The recommendations of the Council of the British 
Medical Association to the Waverley Committee have been 
eagerly awaited by all doctors in the armed Forces. Hopes 
have run high, and much speculation has been abroad. 
It was thus with much interest that the Supplement of Sep- 
tember 11 (p. 111) was approached. What a disappointment 
it has proved to be to the young doctor, interested in medi- 
cine, who looked to the Services as a possible career. 

Let us examine what the Supplement extract offers. The 
main inducement offered is blatantly money. An increase in 
basic pay, specialist pay, and various allowances are all 
dangled in front of the prospective candidate for a per- 
manent commission. But is this in fact the basic factor 
behind the lack of recruitment at present so apparent? I 
would say no. Two outstanding features face the young 
doctor considering entry. First, his active medical life is 
severely limited unless he wishes to specialize, which many 
good counsellors consider to be impossible within the Ser- 
vices. For the general duties doctor to do medicine for more 
than eight years is the exception. Very often he is forced 
into an administrative job very much earlier, and this is 
particularly so at the present time, when there is such a 
dearth of middle ranking permanent officers. The second 
great drawback is the lack of family life and the separations 
he must face. This surely is the time when young couples 
wish to be together to watch their families grow up. It 
is a privilege one is very loath to give up. No reasonable 
person would ask for an immediate quarter to be available 
on every station, but is it too much to ask that one should 
be joined by one’s family on stations not in war zones in 
six months’ time ? The present system whereby a married 
short-service commissioned officer can be sent abroad on a 
two-year tour, to find on his arrival that it is impossible for 
his family to join him at any time during his tour, is certainly 
not likely to encourage him to take a permanent commission. 

The Council’s statement that the policy of discrimination 
against National Service officers should be abandoned re- 


Roy CLAYTON. 


quires no endorsement. A more short-sighted policy from 
Services in dire need of recruits is difficult to envisage. It 
is not for me to enumerate the causes of their dissatisfaction ; 
doubtless they will do that for themselves. In conclusion let 
me congratulate the Council in their honest attempt to better 
conditions. It is unfortunate that their mention of housing 
is limited to one sentence tucked away at the end of a 
paragraph and that the question of becoming entangled in 
administration is entirely omitted. Increased pay may well 
attract numbers of doctors into the Services, but only those, 
to my mind, who seek the life of ease and affluence. The 
right type of doctor asks not an increase in pay, but only 
permission to continue in his calling, and a house for his 
wife. Is this too much to ask ?—I am, etc., 


M.E.A.F. J. FRAME. 


Assistants in General Practice 


Sin—It is surprising that the administrators of the 
National Health Service have not realized that the assistant- 
ship in general practice is much more a business arrange- 
ment than a professional one, and that as such it totally 
conflicts with the spirit of the Service. 

The conception of patients as the property of the doctor 
was abolished when the sale of practices was stopped. Yet 
doctors are regarding their patients in just that light when 
they hire someone else to look after them for a fraction of 
the payment they themselves receive. The doctor with a 
list of 4,500-5,500 and a permanent assistant is making an 
average of £1,000 per annum unearned profit out of his 
assistant’s work. Secondly, the patient who wishes to see 
his own doctor and not an ever-changing assistant is cheated 
out of his free choice of doctor and out of the personal 
continuity of medical attention which the National Health 
Service recognized as essential and aimed to provide. 
Thirdly, the assistant who is a fully qualified and responsible 
doctor is paid only about one-third the value of the work 
he does and is condemned to permanent insecurity and pro- 
fessional subordination. This system is obyiously bad, and 
only survives because younger doctors are forced to accept 
exploitation in order to live, whilst the doors of independent 
practice are closed to them. 

The permanent assistantship should disappear. The 
practitioner with the huge list should take a partner or else 
reduce the list to the figure he can cope with efficiently by 
his own work—maximum 2,500. The patients thus freed, 
and the ex-assistants, could then form new smaller practices 
where the patients would benefit from better attention, and 
their doctor could live as an independent professional man, 
with a personal interest in his patients and practice. Such 
measures would do much to increase the efficiency of the 
N.H.S., and would remove many of the present injustices 
and inequalities that lie between the established and unestab- 
lished practitioner.—I am, etc., 


London, N.W.10. L. SILVERSTONE. 


Drugs for Private Patients 


Sir,—The arguments produced in favour of this subject in 
recent correspondence all exhibit a striking altruism, for it 
is pleasingly noteworthy that not once has the financial 
benefit accruing to the doctor who runs private practice 
with N.H.S. practice been brought forward as an argument 
to sustain the former. Such is the concern for the patient 
who can afford to jump the queue that it is suggested on 
many grounds that he should be encouraged to do so by 
offering him free drugs, and, further, that unless he is so 
encouraged he may cease to avail himself of the oppor- 
tunity to obtain: preferential attention. ; 

Two assertions are constant throughout the correspond- 
ence: (1) That it is only right in equity for the patient to 
receive his drugs through an E.C.10, and (2) that only by the 
perpetuation of private practice can a high standard of 
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medicine be preserved and the perfect doctor-patient rela- 
tionship be maintained. Unless it be admitted that two 
standards of attention exist side by side, one for private 
patients and one for N.H.S. patients, and no letter so far 
has even hinted at such a state of affairs, then the only 
deduction to be made as to why anyone should pay again 
for something that he has already paid for once is that he 
does so in order to jump the queue and so obtain prefer- 
ential attention. Such a procedure is neither meritorious 
nor equitable, and smacks somewhat of a black-market 
advantage, and would hardly square up with the well- 
known equitable maxim: “He who seeks equity must do 
equity.” 

Surely nothing will so certainly destroy the doctor-patient 
relationship, on which must be based essentially the practice 
of good medicine and the prestige of the doctor, than the 
knowledge that the possibility for preferential attention 
exists. This knowledge must provoke the very reverse to 
what is claimed for the preservation of private practice, 
and if it be admitted that the greatest good for the greatest 
number is something that is beneficial to aim at, then the 
State can hardly be expected to subsidize a system that 
actuates in exactly the opposite manner. Further, if private 
practice can only be preserved by such a subsidy, then I 
submit that private practice is.not worth preserving. 

In the average-sized general practice, wholly N.H.S., there 
is little difficulty in offering anyone an appointment, and 
a few such daily appointments so cut down the attendances 
at fixed-time surgeries that there often remains little or no 
queue to jump, which in itself makes for contentment when 
all the patients know that they can be seen by appointment 
if they so wish. Such a system, combined with the know- 
ledge that the doctor has no private patients, with all and 
sundry on his list, must, and in fact does, generate the most 
ideal type of doctor-patient relationship. 

But, whereas for the above reasons I contend that pre- 
scribing for private patients on form E.C.10 should not be 
allowed in a mixed private and N.H.S. practice, it would 
appear that a very good case could be made out for the 
patients in a purely private practice to obtain their drugs 
in that way. In a purely private practice patients aré not 
trying to obtain preferential attention over other patients 
in the same practice, and their obtaining attention privately 
at their own cost is subtracting from the calls made on a 
N.H.S. doctor and is to the obvious advantage of the N.H.S. 
and N.H.S. patients. It is in these circumstances that an 
argument could be propounded in equity, and it is submitted 
that it is on these lines that the discussions with the Ministry 
should be continued.—I am, etc., 

Lincoln. S. Wray. 

Sir,—I am in complete agreement with Dr. E. T. Wright's 
letter (Supplement, September 18, p. 121). I am engaged 
wholly in private practice and have been practising here for 
23 years. As far as I am aware no attempt has been made 
to obtain the views of private practitioners as to their 
willingness to agree to necessary regulations and super- 
vision if allowed to use E.C.10 for prescriptions. I regard 
this condition as reasonable and desirable, and I am per- 
fectly willing to agree and co-operate wholeheartedly. 

The withholding of this right is most unfair to private 
patients, and many of them are extremely resentful of it. 
It would seem to be a penal law, aimed at driving the 
private doctor out of existence. It is also inconsistent, as 
all other benefits—for example, domiciliary consultations, 
glasses, hospital facilities—are allowable. The heavy cost 
of drugs to-day is the major factor which keeps many 
patients from consulting the doctor of their choice privately. 
Very many patients have told me this. 

Dr. Wright’s list of regulations seems to me to be reason- 
able and easy to apply. It would be a simple matter to 
make the granting of this right dependent on a written 
agreement by the practitioner concerned.—I am, etc., 


Timperley, Cheshire. Aones S. O'BRIEN. 


H.M. Forces Appointments 


ROYAL NAVY 
Surgeon Rear-Admiral T. N. D’Arcy, C.B., C.B.E., Q.HS., 
has retired. 
Surgeon Commander G. Kirker has retired. 
Surgeon Lieutenants R. H. Broughton, F. C. S. Pearson, 
P. G. Pugh, and E. H. P. Warburton to be Surgeon 
Lieutenant-Commanders. 


RoyaL VOLUNTEER RESERVE 


Surgeon Commanders C. Mason, V.R.D., and A. R. Thomas, 
V.R:D., have retired. 

Surgeon Lieutenant-Commander T. O. Mason has been re- 
moved from the Active List. 

Surgeon Lieutenants G. de B. Hinde and J. M. W. Carey to be 
Surgeon Lieutenant-Commanders. 


ARMY 
HOUSEHOLD CAVALRY 


R.H.G.—Surgeon Captain E. W. Hayward, O.B.E., to be 
Surgeon Major. 


ROYAL ARMY MEDICAL CORPS 


P. O’Shea and F. King have retired on 

reti 

“ Majors J. A. Allen and G. Ll. Humphreys to be Lieutenant- 
olonels. 

Service (Specialist) Commission.—Major C. E. Perry has 
retired. 

Short Service Commission.—Major J. Totten has retired, receiv- 
ing a gratuity. 
— D. C. V. Stewart and R. P. Leake, E.R.D., to be 

ajors. 


Association Notices 


TRANSFER OF SALISBURY DIVISION FROM THE 
WILTSHIRE BRANCH TO THE SOUTHERN BRANCH 


Notice is hereby given by the Coyncil to all concerned of 
a proposal to transfer the area of the Salisbury Division 
from the Wiltshire Branch to the Southern Branch. 

Any member or body affected by this proposal and object- 
ing thereto is requested to write to the Secretary of the 
Association by November 22, 1954. 

ANGUS MACRAE, 


October 23, 1954. ’ Secretary. 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1955 


The Council of the British Medical Association is pre- 
pared to. consider the award, in 1955, of prizes to medical 
students for essays submitted in open competition. The sub- 
ject of the essay will be: “ The Recreational Activities of a 
Medical Student.” 

The purpose of this competition is to promote systematic ob- 
servation among medical students, and in awarding the prizes due 
regard will be given to evidence of personal observation. No 
study or essay that has previously appeared in the medical press 
or elsewhere will be considered eligible for a prize. Previous 
prizewinners are eligible for a second award. ‘ 

Any medical student who is a registered member of a medical 
school in the United Kingdom, Commonwealth, or Empire at the 
time of submission of the essay is eligible to compete for a prize. 
If any question arises in reference to the eligibility of a candi- 
date or the admissibility of his or her essay, the decisiot: of the 
Council of the British Medical Association will be final. Should 
the Council decide that no essay entered is of sufficient merit, 
no award will be made. The prizes offered will normally be ot 
the value of £25, but, in determining the number and exact 
amount of prizes to be awarded, the number and standard of 
essays received will be taken into consideration by the Council, 
which reserves the right to vary the number and amount of the 
prizes. 

Essays must not exceed 5,000 words, and must be typewritten 
or legibly written in the English language on foolscap paper, on 
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one side only, must be unsigned, and must be accompanied by 
a note of the name and the medical school of the entrant. 
Notice of entry for this competition is necessary and a form 
of application can be obtained from the undersigned. 

Essays must be forwarded so as to reach the Secretary of 
the British Medical Association not later than January 31, 1955. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. 


THE KATHERINE BISHOP HARMAN PRIZE 


The Council of the British Medical Association is prepared 
to consider an award of the Katherine Bishop Harman Prize 
in the year 1955. The value of the prize is £75. The pur- 
pose of the prize, founded in 1926, is the encouragement of 
study and research directed to the diminution and avoidance 
of the risks to health and life that are apt to arise in preg- 
nancy and child-bearing. It will be awarded for the best 
essay submitted in open competition, competitors being left 
free to select the work they wish to present, provided this 
falls within the scope of the prize. Any registered medical 
practitioner in the British Commonwealth and Empire is 
eligible to compete. 


Should the Council of the Association decide that no essay 
submitted is of sufficient merit, the prize will not be awarded 
in 1955, but will be offered again in the year next following 
this decision, and in this event the money value of the prize on 
the occasion in question shall be such proportion of the 
accumulated income as the Council shall determine. The 
decision of the Council will be final. 

Each essay must be typewritten or printed in the English 
language and accompanied by a detachable slip bearing the 
candidate’s name. An entry form is required in connexion with 
this competition, and a copy of the appropriate form can be 
obtained from the Secretary. Essays must be forwarded so as 
to reach the Secretary, British Medical Association, B.M.A. 


House, Tavistock Square, London, W.C.1, not later than 
December 31, 1954. Inquiries relative to the prize should be 
addressed to the Secretary. 
A. MACRAE, 
Secretary. 


Diary of Central Meetings 
OcTOBER 


Staff Side, General oped Council (at 14, Russell 
Square, W.C.), 10.30 a 


Mon 


Mon. Full Council, General “Whidey Council (at 14, 
Russell Square, W.C.), 2.30 p.m 

Tues. Staff Side, "Medical Whitley 
Council, 10.30 a 

Tues. Metical Whitley ¢ Council (at 14, Russell Square, 


p.m 
Full Committee “B” Medical Whitley Council 
(at 14, Russell Square, W.C.), 2.40 p.m. 

Office Committee, 10 a.m. 
Remuneration Subcommittee, 
Health Committee, 10 a.m. 

Finance Committee, 2 p.m. 


Occupational 


RK RKB 
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Thurs. Distribution Subcommittee, Medical War Relief 
Fund, 11.30 a.m. 

Fri. Ome Consultants and Specialists Executive, 

a.m. 

Fri. Joint Committee of B.M.A. and the Magistrates’ 
Association, 10.15 a.m. 

Fri. Venereologists Group Committee, 2 p.m. 

NOVEMBER 

Wed. Council, 10 a.m. 

Thurs. Chairman’s Subcommittee, Constitution Com- 
mittee, 10 a.m. 

Fri. Anaesthetists Group Committee, 2 p.m 

10 Wed. Planning Subcommittee, Occupational Health 


Committee, 10 a.m. 
Rehabilitation Committee, 1.30 
Evidence Committee on Divine ieaten, 9.30 a.m. 
International Relations Committee, 2 p.m. 
Charitics Committee, 2.15 p.m. 
Medical War Relief Fund —s 3.30 p 
Remuneration Subcommittee, Occupational Health 
Committee, 10 a.m. 
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19 Fri. Joint Conference of B.M.A., Society of M.O.H.s, 
and we Inspectors Association, 11 a.m. 
24 Wed. Radiologists Group Committee, 11.45 a.m. 


Branch and Division Meetings to be Held 


BourRNEMOUTH Division.—At Royal Victoria 
combe, Friday, October 29, 8.15 p.m., meeting. ay By 4 Dr. 
Cyriax : “The Painful Shoulder.” 

Bristo. Division.—At Main Physics Lecture Theatre, Royal 
Fort, Wednesday, October 27, 8.30 p.m., meeting. Medical films. 
(1) “ Hay Fever”; (2) “ Treatment of Infections of the Hand ”’; 
(3) “ Human Cervix in Health and Disease.” 

CLEVELAND Division.—At Sparks Café Royal, Middlesbrough, 
Thursday, October 28, 8.30 p.m., meeting. Lecture by Dr. Robert 
Forbes: Medical Litigation. 

Doncaster Division.—At Parkinson’s Café, Doncaster, Tues- 
day, October 26, 7.30 for 7.50 p.m., meeting with Doncaster 
Medical Society. Dinner, and paper by Mr. D. Aiken: “ Present- 
day Trends in the Treatment of Carcinoma of the Rectum.” 

HoLtaNnD Division.—At Peacock and Royal Hotel, Boston, 
Sunday, October 31, 7 for 7.30 p.m., Ladies’ Night. 

Hype Division.—At Pack Horse Inn, Mottram, Wednesday, 
October 27, 8.30 p.m., = meeting. Discussion to be opened 
by guest ,Speaker, Dr. A. Gifford: “ Anaesthetics in General 
Practice.” To be canaie by film illustrating ‘‘ Anaesthetics in 
the Dental Chair.” 

Mip-Essex Division.—At St. ‘i Hospital, Wood Street, 
Chelmsford, Saturday, October 30, 7 p.m., annual general meet- 
ing; 8 p.m., annual dinner. Talk by Colonel. P. A. Campbell 
(Assistant Air Attaché at the American Embassy, London): 
“* Medical Aspects of Flying in the Future.” 

NortH Mippiesex Division.—At North Middlesex Hospital 
Tuesday, October 26, 2.30 p.m., practitioners’ rounds conducted 
by Dr. D. G. Ferriman. 

Oxrorp Division.—At Radcliffe Infirmary, Oxford, Wednes- 
day, October 27, 8.15 p.m., meeting. Report on A.R.M. Medical 

ms. 

SoutH WALES AND MONMOUTHSHIRE BraNcH.—At Pathology 
Department, Welsh National School of Medicine, Royal Infirm- 
ary, Cardiff, Thursday, October'28, 3 p.m., joint clinica] meeting 
with Cardiff Division. 

Tower Hamiets Division.—At St. Andrew's Hospital, 
Devon’s Road, “? E., Friday, October 29, 3 p.m., clinical 
meeting. Dr. j. Robertson: “ Medical Patients.” 

TUNBRIDGE i Division.—At Kent and Sussex Hospital, 
Tunbridge Wells, Refresher Course on Rheumatism. Saturday, 
October 30, 3.15 p.m., Dr. F. Dudley Hart: “ Management of 
Rheumatoid Arthritis * ; ; 4.45 p.m., W. D. Coltart: “ Back- 
ache”; 7 for 7.15 p.m., dinner at the Elizabethan Barn, Tun- 
bridge’ Wells ; 8.30 p.m., Dr. W. S. Tegner: “ Soft-tissue 
Rheumatism.” Sunday, October 31, 10.30 a.m., Mr. G. C. Lloyd- 
: “ Osteoarthritis of the Hip-joint 30 a.m., “ Brains 

rust. 


WALSALL AND LICHFIELD Division.—At Three Crowns Inn 
Sutton Road, Walsall, Thursday, October 28, 8.30 p.m., annual 
general meeting and duck supper. 

Wemsiey Division.—At Arms, Sudbury Heights 
Avenue, Greenford, Tuesday, October 26, 8.30 p.m., Medical 
Brains Trust. 

West SuFFoLk Division.—On Friday, October 29, meeting. Sir 
William P. MacArthur, K.C.B.: “The Great Plague of London 
as seen by Samuel Pepys.” Members’ wives or guests are invited. 

West Sussex Division.—At Dolphin and Anchor Hotel, 
Chichester, Wednesday, October 27, 6.30 p.m., general meeting. 


Mr. Norman Lake: “ Minor Foot Ailments in General Practice.” 
A discussion will follow. 
WootwicH Dtvision.—At Woolwich Memorial Hospital, 


Shooter’s Hill, S.E., Tuesday, October 26, 2.30 p.m., seminar on 
—. Children with abdominal pain will be shown and 
iscussed. 


Meetings of Branches and Divisions 


Borneo BRANCH 


The annual meeting was held in Brunei from June 18 to 22, and 
was attended by delegates from the Jesselton and Kuching Divi- 
sions. A new Division was formed—Brunei. On June 19 Dr. 
A. G. Leishman took the chair for a symposium on the prob- 
lems and treatment of peas Se. and the following 
papers were read: “ Results of Miniature Mass Radiography on 
British ae Petroleum Company Employees” (Dr. H. 
Wright); “ Therapeutic Aspects of Pulmonary Tuberculosis * (Dr. 
K.H Blaauw) ; * Results of a on the Use of 
Isonicotinic Acid Hydrazide ” (Dr Sweetman); “ Re- 
sults and Problems in Kuching ” P FP Pillai); and 
a summary of the possibilities and results of surgery with a pro- 
er nee report on the use of the plombage operation (Dr. H. B. 

Tt On June 20 delegates toured the Brunei Hospital, and 

H. Blaauw read a paper on “ A Case of Extrauterine Full- 
term Gestation.” At the clinical session on June 21 Dr. J. 
Zulueta gave an account of the work of the W.H.O. antimalarial 


pilot project. Dr. K. H. Blaauw presented his experiences in the 
treatment of leprosy by “ sulphetrone,” and Dr. Gopalla Pillai 
outlined the practice and experience at the Kuching Leper Colony. 
The annual dinner was held at the Government Rest House, 
Kuala Belait, and was attended by 35 delegates, their wives, and 
visitors. 
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